A policy analysis of II national and global institutions' violence against women agendas spanning 1990 to 2006 is presented. Analysis revealed 85 distinct recommendations. The highest percentages of them referenced prevention (29%); data, design, and measurement (21%); and psychotherapy and support (19%). Consensus (percentage of recommendations for future activities included in four or more agendas) was highest for advocacy (75%), funding (50%), prevention (48%), and data, design, and measurement (44%). Changes in emphasis over time, aims that have been abandoned, and observations contrasting U.S. and global agendas are also examined. The results create a context to inform the agendas currently in development within psychology, criminal justice, medicine, nursing, public health, and other disciplines. Next steps to guide future policy work include investigation of advocates', practitioners', researchers', and policymakers' perceived progress in implementing existing recommendations, empirical cataloguing of achievements that demonstrate progress toward aims, constituent input on reprioritization of activities, and contemporizing action steps.
Each of the 11 agendas was read and identifiably separate recommendations were extracted. Although the word "recommendation" was the most widely used in the documents, other terms encountered that were considered equivalent included directions for future work, actions or action steps, strategies, principles, priorities, focus areas, objectives, and aims. Initially every recommendation was extracted from each agenda in the words used in the source document. Then, the list was reduced by harmonizing the language of duplicate or overlapping recommendations. The final inclusive list of conceptually distinct recommendations consisted of 85 items. These are available in Appendix I to the article (supplemental materials). Next, categories were created qualitatively from iterative sorting of the recommendations until each could be subsumed within a set of related items. Following this step the other aims of the article were undertaken including identifying areas of consensus, studying change over time, and comparing national and global perspectives. 
RESULTS
The 85 conceptually distinct recommendations could be categorized under the following headings: (a) data, design, and measurement; (b) medical response; (c) psychotherapy and support; (d) criminal justice response; (e) prevention; (f) advocacy; and (g) funding. The percentages of the 85 recommendations that fell within each category provided a rough estimate of relative emphasis. The percentage of total recommendations contributed to the total by each content category was as follows: data, design and measurement (21%); medical response (12%); psychotherapy and support (19%); criminal justice response (7%); prevention (29%); advocacy (5%); and funding (7%). The extent of consensus was assessed by using the tally of which agendas included each of the 85 items. Our operational definition of consensus was inclusion of a recommendation in four or more agendas. Of the 85 recommendations, 38 (45%) reached consensus. Table 1 presents these widely endorsed recommendations. Consensus from highest to lowest was as follows: advocacy (75%), funding (50%), prevention (48%), data, design, and measurement (44%), psychotherapy and support (38%) and justice responses (33%). The note at the foot of table 2 links each number to the corresponding agenda.
The agendas were arranged chronologically to assign the numbers. Agendas numbered 1, 2, and 3 in Table 1 The highest level of consensus as defined by inclusion in 7 of 11 agendas was seen in data, design, and measurement where three items met this criterion: (a) improve prevalence database, (b) collect ongoing representative prevalence statistics, and (c) assess violence exposure throughout life and examine the interrelatedness of various forms of IPV. Two prevention recommendations were widely endorsed: (a) develop and evaluate effective, theoretically based interventions to change social norms and (b) create multisectoral, multimethod action plans involving medical, justice, and public health systems and diverse groups ranging from family to broader society. Consensus in the funding category focused on increasing research and evaluation funding and using it to encourage collaborations and interdisciplinary work. Only one recommendation within medical responses reached near uniform consensus; it aimed to train medical professionals to provide victim sensitive, nonstigmatizing health care, avoid revictimization, and monitor responsiveness. None of the recommendations on psychotherapy and support, justice responses, or advocacy met criteria for ubiquitous endorsement. (25%), justice responses (50%), prevention (32%), advocacy (9%), and funding (0%). As a sidelight we also identified items that were found in only a single agenda. We labeled these one-time recommendations as solo. Of the 10 solo recommendations, half appeared in contemporary agendas (CDC, 2004; NAS, 2004; WHO, 2005) , 33% were from the middle years, and 20% dated to the earliest period. Some of the solo items clearly represent new emphases including implementing standard ethical guidelines and confidentiality, and integrating VAW into existing prevention programs focused on HIV/AIDS while addressing gender, power, and consent within behavioral prevention. Others appear to be actions worthy of reconsideration including (a) screening for violence exposure as part of psychological assessment (APA, 1996) ; (b) examining interactions with substance abuse (CDC, 2002) ; and (c) studying firearm control and VAW (WHO, 2002) .
We were also interested in comparisons of the contemporary U.S. agendas (CDC, 2004; NAS, 2004; CAS, 2006) to global agendas aimed at low and middle income countries (SVRI, 2003; WHO, 2005) . We examined this question using two approaches. First, we identified the number of recommendations from among the total of 85 presented in Appendix 1 (supplemental materials) that diverged, meaning they were endorsed only by U.S. agendas or by global agendas. Divergence overall was quite high across the full set of recommendations (37 of 85). Specifically, the percentage of divergent recommendations was: data, design, and measurement (33%); medical responses (80%); psychotherapy and support (56%); justice responses (83%); prevention (28%); advocacy (25%); and funding (17%). The interested reader can identify the discordances from inspection of Appendix 1 (supplemental materials). Tables 1 and 2 do not total 85 recommendations. Those recommendations omitted were present in the most current agendas, but did not reach the standard for designation as a consensus recommendations.
Finally, we narrowed our focus only to the consensus recommendations presented in Table 2 . Examining the extent of agreement on major directions using Table 1 , which focused on consensus recommendations revealed that approximately a third (12 of 38) were discrepant. Discrepancy could occur because consensus was achieved by widespread endorsement in U.S. documents that is not reflected internationally or vice versa. That appeared to be true in two categories. Discrepancies stemming mainly from presence on the U.S. agendas and not in the global documents were observed in data, design, and measurement (4 of 6 consensus recommendations gained that status through endorsement limited to U.S. agendas). Discordance stemming from presence only on the global agenda was clustered in recommended medical responses. Among the most recent global agendas, 8 of 8 consensus medical responses were no longer included on U.S. agendas. There were no systematic trends in differences between national and international recommendations in the categories of prevention, advocacy, and funding.
The specific recommendations highlighted only in U.S. documents included: (a) plan to collect ongoing representative prevalence statistics; (b) include special populations (defined by race, poverty, ethnicity, sexual orientation, or age [children, adolescents, seniors]; those in conflict areas, or those experiencing trafficking or female genital cutting,); (c) assess life span experiences, and interrelatedness of forms of VAW; (d) develop culturally and linguistically informed interventions inclusive of special populations and located in areas of greatest needs; (e) strengthen formal and informal support systems for women living with violence including safe housing, child care, and financial assistance; and (f) determine effectiveness of retributive responses, extent they are actually applied, and offenders' perception of stigma and risk of punishment.
Recommendations that were globally salient were (a) train medical professionals to provide victim sensitive, nonstigmatizing health care (avoid revictimization); monitor responsiveness; (b) improve emergency response-written medico-forensic protocols and referral to specialized services; (c) integrate violence care into emergency, reproductive, antenatal, family planning, post abortion, mental health, HIV/AIDS, and adolescent medicine services; (d) document and evaluate community-based services; (e) improve evaluation of treatment effectiveness and impact on reduction of future violence; and (f) identify justice barriers and increase justice options for rape victims from existing criminal and civil processes, including flexible or alternative sanctions such as use of restorative justice methods.
CONCLUSIONS
Examination of a range of violence agendas supports a number of summary statements and raise questions to stimulate future work. We conclude that the earliest agendas contained substantially the same recommendations as those produced today; 84% of consensus recommendations were first placed in the literature prior to 1996. Taken literally, this finding raises the question of whether movement toward these goals has occurred in the past quarter century. Clearly, progress has been made, but the field is using language that fails to communicate a higher level of nuance and new levels of complexity at which we are now addressing our priorities.
There were a number of potential partnerships identified in the recommendations-academics with practitioners, violence specialists with a range of medical settings, justice and public health personnel with policymakers, integration of prevention activities with efforts directed at factors known to be associated with or exacerbate violence, including substance abuse, unsafe sex, and firearm availability. Progress has been made in these areas such as the creation of federally funded national resource centers in sexual (e.g., National Sexual Violence Resource Center) and domestic violence (e.g., National Resource Center on Domestic Violence), as well as online resources to translate and foster practical use of research findings (e.g., VA Wnet.org; SVRI.org). Future recommendations regarding collaboration would benefit from acknowledging that this priority dates from the earliest agendas. That there must be more nuanced ways to express it, acknowledge progress, made and become more concrete in how these efforts can be further nurtured and sustained.
United States versus Global Emphases
The United States is focusing quite strongly on improvements in quantitative methodology and emphasizing the need for standardization and improved measurement and design. These goals are indeed important. They may reflect the level of methodological and statistical sophistication in the U.S. context, as seen in, for example, the requirement of training in advanced statistical methods in many doctoral programs. We might be asking as future priorities are set in the global context whether there ways that measurement and design could be approached that would make more of a contribution to addressing the serious gaps in knowledge that exist in low and middle income countries and not focus exclusively on what is needed to move basic research forward in developed settings.
Medical responses at the present time are almost exclusively emphasized outside the United States. This finding raises a number of questions. Are the models being implemented in low to middle income countries appropriate to their settings, where the accessibility and workforce capacity for specialized care will be much less for the foreseeable future? It is legitimate to question whether emphasizing sophisticated forensic exams that require large capital outlays for equipment and trained personnel is a reasonable starting point for a low income country, especially without a clear-eyed look at evaluations of how these methodologies influence the survivor welfare and access to justice in the developed world (see Koss & Achilles, 2008) . Another point for consideration is whether in the developed world context the de-emphasis of priorities within medical response means that goals have been achieved, or that there has been insufficient attention to what the next steps should be to build on the progress made. The latter seems to be the case based on the recommendations of the Academy on Violence and Abuse's blueprint for advancing professional health education (Mitchell et al., 2008) .
Within justice, there appears to be a stark difference in approach to violence nationally and internationally. In the United States, recommendations focus on retribution, whereas global agendas speak of identifying the obstacles to justice and devoting creativity to offering survivors of violence more choices in achieving a just outcome. The U.S. VAW workforce would benefit from greater familiarity with empirical evaluations of the progress that has been made through retributive justice so that we may move away beyond reflexively restating recommendations that may not be achieving the desired outcomes.
Limitations
There are a number of limitations to the present analysis. The selection of agendas was not exhaustive. Neither the qualitative nor the quantitative analyses were sophisticated. For example, the recommendations were extracted from the original sources without attempting to interpret what the authors might have meant or had been implying, but instead focused only on the surface meaning of the text as written. Some of the findings about relative emphases and lost strands may be somewhat artifactual because the institutions producing them have changed over time.
The earliest agendas were stimulated by organizations such as the APA that predictably approached violence against women in the context of a mental health agenda (Koss, 1990) . As the field progressed, both public health and justice agencies became active in producing comprehensive violence prevention agendas such as NAS, 1996; DOJ, 2000; and WHO, 2002 .
The most recent agendas have all come from public health organizations, which necessarily influence the rise in emphasis on primary prevention and the de-emphasis of justice models of understanding and preventing violence. Although there is a need for detail in specific recommendations that will move efforts in primary prevention, justice, and health care forward, the field itself might find synergy in the agendas produced during the mid-1990s to the early 2000s that were integrative and attempted to consider how the recommendations could be realized through collaboration.
The future promises new agendas to work with that may create a balance of perspectives and the synergy of systems working together. New agendas are anticipated from the APA, nursing organizations, and the U.S. Department of Justice, National Institute of Justice, as well as CDC. Nevertheless, there is value in the analyses presented in this particle because new agendas hopefully advance the field rather than restate the same goals that have been on the table for a long period. Language is needed that acknowledges the present state of knowledge and bases recommendations on where the gaps are now. In addition, action steps to realize the agenda should be contemporary, practical, clearly described, and measurable. The implementation guide to WHO (2002) is a good example of an enhanced level of specificity to facilitate goal attainment.
A number of steps would add to the ability of the present findings to inform agenda building efforts. First, we suggest that there be a study to determine the extent to which practitioners, researchers, advocates and policymakers believe that the recommendations identified here have progressed over their careers. To the extent that progress is perceived, what are the factors that promoted it? Alternatively, if many recommendations are perceived as lagging in realization, what are the perceived obstacles to moving ahead? Second, it would be helpful to produce a coordinated empirical evaluation of what the field has already achieved in each of the general areas identified in this article within both physical and sexual violence. How recommendations are phrased and the actions steps expressed should ideally be based on a sound assessment of progress already made.
Lastly, it is widely recognized that agenda setting must be collaborative (Hague, 2005; Jordan, 2004a, b) and represent multiple partners from the academic, practice, policy, survivors, and advocacy community. The perspectives of those who have specialized expertise in single forms of violence and those that have viewed the effects of violence in diverse communities must be
